thetist called attention to the sudden drop in blood pressure. The following day that patient had definite nystagmus and symptoms of labyrinthitis, entirely due to surgery.
We hope to continue the study. As Dr. Anson has so clearly shown, the middle or enchondral layer of the labyrinthine capsule is unique in the rapidity of its formation from fetal cartilage during the fifth month of fetal life, reaching adult dimensions long before birth, and retaining its histologic form without further alteration throughout the life of the individual. It is this inert quality that helps to make possible the creation of a permanently open fenestra in a high percentage of operations. In a recent study of 300 consecutive fenestration operations followed for more than two years after operation, loss of the hearing improvement presumably due to osseous closure occurred in less than 1%. The surgical technique that has yielded this result includes the following features:
*A study carried out in collaboration with Dr. Theodore H. Bast, Department of Anatomy, University of Wisconsin.
1. Enchondralization of the fenestra, by which we mean the wide exposure of the relatively inert enchondral layer by removal of the more active periosteal layer far beyond the margins of the completed fenestra, which is left on top of a dome-shaped elevation. The enchondral bone is easily recognized through the operating microscope by its yellowish color and the coarsely granular appearance imparted by the islands of ossified cartilage. The enchondral bone has been likened to pineapple ice cream as compared to the smoother white color of the periosteal layer resembling vanilla ice cream.
2. The micro-immaculate removal of every particle of bone dust, with the help of continuous irrigation and the operating microscope.
3. Endosteum-hemming of the fenestra, by which we mean the careful preservation of the intact endosteal membrane up to the sharp knife-edge of the fenestra so that it will unite with the periosteum of the skin flap. Thus there is left no naked raw unprotected bone edge from which osteogenesis will occur. The use of a knife to outline a bony lid, as recently described by Lempert, may have the disadvantage of stripping the endosteum and leaving an edge of unprotected bone.
4. The fenestra should be epidermis-periosteum gloved, meaning that as thin a skin flap as possible should hug the bony margins of the fenestra as tightly as possible. The enchondralization technique, leaving the fenestra on top of a dome, ensures this glovelike fit. 5. Burnishing the bone around the fenestra with a smooth hard gold bur seems to help to inhibit osteogenesis, possibly by sealing the openings of the bone capillaries.
6. The prevention of fibrosis by a meticulous aseptic technique, combined with perfect hemostasis, is important, for fibrosis in the perilymph space is frequently followed by osseous invasion of the fibrous tissue.
I should like to inquire about one point not mentioned by Dr. Anson. Of the 2,100 consecutive fenestration operations performed at Northwestern University Medical School, an otosclerotic focus involving the horizontal semicircular canal was observed at operation in 62, an incidence of about 3 %. The otosclerotic focus in the enchondral layer is easily recognized under the operating microscope by its whiter, softer, more vascular appearance, as contrasted with the hard yellowish enchondral bone with its islands of ossified cartilage. In some cases the otosclerotic area in the semicircular canal is continuous with the area around the anterior end of the oval window, but in others the focus in the bony horizontal semicircular canal is discrete, with no connection with the focus at the site of predilection. I should like to ask Dr. Anson if he or Dr. Bast have encountered any areas of unossified cartilage in the semicircular canal region that might act as a nucleus for the development of such otosclerotic changes.
DR. BARRY J. ANSON: We are completing a survey of the otological series in the collection at Northwestern University Medical School in order to determine how frequently such cartilaginous areas persist and where they are commonly located. It is known, of course, that they are normally present in the otic capsule of the fetus at constant sites, and that they are usually replaced by bone in the course of postnatal development. We have found no relationship between such areas and the otosclerotic foci, except in the fissular region. (Abstract based on paper published in the J. A. M. A. 141:1, Sept. 3, 1949) In bulbar poliomyelitis it has been usually assumed that the grave effects were due to direct action of the virus itself. We have quite a different concept of it. Treatment under nearly ideal conditions based on that concept resulted in 15 consecutive recoveries from bulbar poliomyelitis-all the bulbar cases seen among 127 total
Meeting of

